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ABSTRACT 
Australia has high initiation rates of breastfeeding but the challenges of establishing 
and maintaining breastfeeding in the first few months of infant life result in many 
women changing to artificial formula feeding. This paper reports on the impact of a 
new strategy to improve breastfeeding duration rates in the first eight weeks post 
partum. The Earlybird program combines the professional expertise of child and 
family health (C&FH) nurses with the expertise of the participating mothers to 
support each other in establishing breastfeeding in the first eight weeks. A 
retrospective study compared the breastfeeding patterns of first time mothers who 
attended the Earlybird program, with the breastfeeding patterns of mothers who 
accessed individual appointments with the nurses in a 12 month period and examined 
the predictors of continued breastfeeding at eight weeks. The total sample comprised 
of 193 infant records. Women who selected the Earlybird program were more likely to 
be employed and less likely to be categorised as non-English speaking background. 
These women also had more visits to the C&FH service. Logistic regression was used 
to determine the factors associated with breastfeeding cessation at eight weeks 
postnatal. After adjusting for variables, only exclusive breastfeeding at first visit and 
attending the Earlybird program were significant predictors of continuing to 
breastfeed at eight weeks. Facilitation skills that recognise the expertise of 
participating women were considered an important aspect of the program.  
 
Keywords: breastfeeding; child and family health nurses; parent groups; 
facilitation 
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The ‘Earlybird’ gets the breast milk: Findings from an evaluation of combined 
professional and peer support groups to improve breastfeeding duration in the 
first eight weeks after birth.  
 
INTRODUCTION 
Breastfeeding is considered the optimum method of infant feeding for the first six 
months of life, conferring significant health benefits to both mother and baby. The 
Australian Government recommends exclusive breastfeeding to six months of age 
(NHMRC 2003). Australian studies demonstrate that between 80 and 90 percent of 
women will initiate breastfeeding, yet there continues to be a rapid decline in 
breastfeeding rates during the first six to eight weeks following birth (Scott et al 1999, 
Donath & Amir 2000, Lowe 1993) and breastfeeding rates at three and six months are 
well below the government targets set for the year 2000 and beyond (Nutbeam et al 
1993). Furthermore, recent Australian and international research has demonstrated 
there are increasing levels of distress amongst women related to breastfeeding in the 
early post birth period (Schmied & Lupton 2001, Murphy 1999, Hoddinott & Pill 
1999, Nystrom & Ohrling 2004).  
 
Internationally, government and institutional policies have been implemented to 
increase initiation and duration of breastfeeding. Australia, for example, is a signatory 
to the WHO code on the marketing of breast milk substitutes. National and State 
policies support the implementation of the WHO and UNICEF Baby Friendly 
Hospital Initiative focusing on the promotion and support of breastfeeding. In the 
latter 1990s, the Australian government allocated two million dollars to a National 
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Breastfeeding Strategy that aimed to raise community awareness and increase 
professional knowledge and skill to support breastfeeding.  
 
A Cochrane systematic review by Sikorski and colleagues in 2001 and updated in 
2003, examined the effect of enhanced breastfeeding support. The review 
incorporated 13 randomised control trials across seven countries, and found that 
professional support provided to women in the early postnatal period has a positive 
effect on breastfeeding duration to 8 weeks (Sikorski et al 2003).  
 
Furthermore, a systematic review and meta-analysis conducted by Guise et al (2003) 
for the US Preventative Services Task Force found that both education and support 
interventions provided postnatally increased breastfeeding duration up to six months 
of age. Educational interventions providing structured content around the benefits of 
breastfeeding appeared to have the greatest single effect when compared with 
interventions increasing support to mothers.  
 
In populations where breastfeeding initiation is high, it may be that supportive 
interventions have a greater effect on increasing breastfeeding duration. In their recent 
review, (Sikorski et al 2003).suggests that there is limited understanding of the 
elements of successful support in breastfeeding interventions. 
 
Peer support groups such as La Leche League (LLL), National Childbirth Trust and 
Australian Breastfeeding Association (ABA) have been providing support for 
breastfeeding women since the late 1950s and early 60s. Research demonstrates that 
peer support can be effective and important in sustaining breastfeeding (Shaw & 
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Kaczorowski 1999, Locklin 1995, Kisten et al 1994, Dykes 2003). Generally, this 
support involves the training of peers, (mothers who have breastfed), to provide either 
one-to-one peer counselling or to facilitate group support, in a similar tradition to LLL 
and ABA (Dykes 2003). This form of peer support usually occurs face to face but has 
been demonstrated to be effective through telephone counselling (Dennis et al 2002). 
 
In this paper we describe an approach where professionals (child and family health 
nurses) facilitate peer support in the first eight weeks postpartum in order to increase 
women’s confidence in parenting, to increase breastfeeding duration rates and to 
support mother-infant attachment. The model of peer support recognises the existing 
(without additional education or training) knowledge and experience of the 
participants, their capacity to learn from and support each other and the importance of 
building self confidence in decision making.  
 
The paper presents the findings of a retrospective study comparing the breastfeeding 
patterns of first time mothers who attended this support group, known as the 
‘Earlybird Program’ (EBP), with the breastfeeding patterns of mothers who accessed 
individual appointments with the nurses at the study site in a 12 month period. It 
examines the predictors of continued breastfeeding at eight weeks postnatal. 
 
The Child and Family Health Service 
In Australia, C&FH nurses1 are, together with general practitioners (known in some 
countries as family physicians), the primary group of health professionals who 
                                                 
1
 In Australia, the title varies across the States and Territories and includes: maternal and child health 
nurses (Victoria and the Australian Capital Territory); child health nurses (Western Australia, 
Queensland, and the Northern Territory); child and youth health nurses (South Australia); and, child 
and family health nurses in New South Wales and Tasmania. 
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provide care for mothers and infants after their discharge from maternity services. 
Similar to the health visitor in the United Kingdom, these nurses provide a universal 
and preventative service to families with children under the age of five. Families 
attend more frequently in the first few months of an infants’ life although health and 
development screening are offered at one to four weeks, six to eight weeks, six to 
eight months, 18 months, 2 ½ to 3 ½ years and 4 to 5 years as per national guidelines 
(NSW Health 2003). They also provide proactive and opportunistic health 
promotional information to parents on the day to day caring and rearing of their 
children (Long 2001). In this role C&FH nurses are uniquely positioned to link 
families to each other, as well as to other community resources and services.  
 
Child and Family Health nurses are prepared through specialty post graduate 
education programs that include breastfeeding. Most are also midwives though 
current workforce shortages are resulting in non-midwives working in this specialist 
field. Many have additional qualifications in breastfeeding by achieving International 
Board of Lactation Consultants certification though this is not a pre-requisite to 
employment.  
 
Women in Australia can access the C&FH service through individual (‘one-to-one’) 
contact with a C&FH nurse either through an appointment system or on a ‘drop in’ 
basis. Contact with the same nurse (continuity) is variable across the country. The 
C&FH Centre where the study was undertaken supported three nursing positions and 
attempted to offer continuity of care to women where possible.  
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For many years C&FH nurses have used groups to convey information to parents, 
particularly on issues such as infant feeding and related problems (Scott et al 2001a). 
Traditionally new mothers’ groups are ‘closed’ to a predetermined number of 
participants, and run as a short term ‘course’ of around six weeks, for two to three 
hours each session. Generally babies are eight weeks or older before the mother is 
provided with an opportunity to attend a group (Freeman & Lamb 1997, Clune 1999, 
Clarke et al 1995). Specific, predetermined topics on common parenting issues are 
covered each week often with guest speakers who have known professional authority 
in the field. The role of the nurse is central, and s/he is seen as the leader or expert in 
the group.  
 
The increasing tendency to adopt more client directed groups where the participants 
set the agenda and determine their own goals and resources provide a contrast in 
approach to service delivery. In these client-led groups, the health professional 
remains a member of the group and is respected by the group for the contribution s/he 
makes as a nurse, midwife and educator (Rodwell 1996). The facilitator encourages 
the women to identify their own needs and set their own agenda. By doing this, the 
nurse promotes empowerment of the group which can result in enhanced self esteem, 
the ability to set and reach goals and a sense of control over ones life (Rodwell 1996).  
 
The Earlybird Program 
The Earlybird Program was introduced by C&FH nurses as a pilot site in one sector of 
an Area Health Service in metropolitan Sydney. The program aims to increase the 
confidence of new mothers; to improve breastfeeding duration; to heighten maternal 
infant attachment and to promote mother to mother support (SESIAHS 2005). The 
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program was adapted from the United Kingdom-based ‘Deptford model’ (Leap 1993, 
Leap 2000) to provide professional support and to facilitate peer support for families 
as soon as possible after birth. Birthing details of women within the catchment area 
are sent to the C&FH Service in the form of a discharge summary. The C&FH nurse 
will telephone all women within several days of discharge and outline the range of 
services offered and invite the woman and her baby to either a one-to-one 
appointment or an Earlybird Group. 
 
Earlybird Programs are “open”2 and run on a continual basis for parents with babies 
up to eight weeks of age. The restricted time frame is in recognition that the first eight 
weeks are crucial in establishing breastfeeding and confidence in parenting. It also 
ensures that all participants are at a similar stage of parenting. Once their infants are 
eight weeks old parents have the opportunity to attend groups catering for infants two 
to six months of age. Whilst first time parents are in the majority, women with more 
than one child are welcome and provide wisdom and support from previous parenting 
experiences. Partners, relatives and friends are also invited with fathers and 
grandmothers commonly participating. Women with mental health disorders, 
including postnatal depression, are not excluded from the groups.  
 
The EBP facilitator and co-facilitator provide information and other central services 
through the group that would usually be carried out on a one-to-one basis in the health 
centre setting. Child health checks and development assessments and baby weighs are 
available at the beginning and end of each session. Whilst there is no set agenda, 
mothers in the group typically raise issues that would be provided in traditional child 
                                                 
2
 No bookings are required and there are no restrictions to the number of women allowed to attend. 
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and family health nursing interactions. These include immunisation, mother infant 
attachment, age appropriate behaviours, contraception, sudden infant death syndrome 
(SIDS), and postnatal depression. The nurses supplement discussions with current 
evidence-based information. 
 
Time is made available at the end of each session for individual attention to clients’ 
needs and referral for additional appointments if required. Documentation of 
attendance and any relevant information is recorded in each client’s file. The co-
facilitator keeps a record of the discussion and individual client issues throughout the 
session. 
 
Although experienced at running groups, all facilitators received education in adult 
education, group process and the model of open groups, and skills in working in 
partnership prior to facilitating EBP groups. This is in recognition of the different 
skills required when facilitating groups within a partnership model that places equal 
value on the expertise and contribution of the women and their support people 
(SESIAHS 2005). Each nurse is also accredited in conducting open groups by the area 
health service. Two facilitators are present for each EBP group and allocate time at 
the end of each session to debrief with each other and discuss individual women who 
may require additional support or follow up.  
 
Two years following the implementation of the EBP an evaluation was undertaken 
The findings reporting women’s experiences with the group are published elsewhere 
(Kruske et al 2004). In order to determine the impact of the EBP on breastfeeding 
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duration, a retrospective audit of central records of all first born infants in a 12 month 
period held in one child health centre was undertaken. 
 
MATERIALS AND METHODS 
This was a retrospective study that compared the breastfeeding patterns of first time 
mothers who attended the EBP at the study site in a 12 month period, with the 
breastfeeding patterns of mothers who only accessed individual appointments with the 
C&FH nurses. Ethics approval for this study was obtained from the Area Health 
Human Research Ethics Committee.  
 
Setting 
The study site was a C&FH Centre in metropolitan Sydney. The C&FH Centre 
services part of the local Council Municipality. Thirty percent of the council 
population was born overseas with China being the largest country of birth for 
migrants (SES Council 2003). Thirty five percent of the population speaks a language 
other than English in the home. After English, the most common languages spoken at 
home include Greek, Mandarin, Cantonese, Arabic Italian and Macedonian. The area 
has a slightly lower proportion of low income households than Sydney as a whole.  
 
Sample 
The Centre records of all infants born during a 12 month period to first time mothers 
seen by C&FH nursing services formed the study sample. These families accessed the 
service by individual consultations or through the EBP. The sample comprised 224 
records. 
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Data Collection and Analysis 
Two hundred and twenty four (224) C&FH Centre records were audited by the first 
author. A data collection tool was developed for the purposes of the study and 
recorded the following variables: age of mother, country of birth, employment, age of 
baby at first visit, method of feeding at first visit and at eight weeks, number of visits 
to the service, number of one-to-one consultations and number of visits to the EBP 
and referral to other services. Complete data was obtained for 193 records. There 
were no apparent difference between the women’s characteristics for the 193 records 
included in the analysis and the 31 records which were incomplete. 
 
Data were entered in SPSS and analysed using descriptive statistics and logistic 
regression. Differences between the women who selected the EBP and those who did 
not were examined using chi-square for categorical variables and student t-test for non 
categorical variables. A logistic regression was used to determine the predictors of 
breastfeeding cessation at eight weeks postnatal. Maternal employment, maternal age, 
non-English speaking background, exclusive breastfeeding at first visit, age of first 
visit and number of visits to the C&FH service, and EBP attendance were entered into 
the model alone and then adjusted for all other variables. The relative risk of 
continuing to breastfeed at eight weeks when women attended the EBP was also 
calculated. 
 
RESULTS 
The total sample comprised of 193 C&FH records. The demographic characteristics 
of the sample are presented in Table 1. The mean age of mothers was 30 years (range 
17-43). Sixty six percent of the sample was recorded as being employed prior to the 
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birth of their baby. Forty-five percent were from non-English speaking backgrounds 
(NESB). Twenty seven women (14%) were discharged from hospital early and 
supported by the midwifery support domiciliary program. 
 
The mean infant age at first visit to C&FH services was 12 days (range 5-56 days). 
All mothers and babies in the sample either had a C&FH Centre visit and/or attended 
the EBP at this time. Nineteen percent (37/217) of the sample chose to attend the EBP 
only, 41% (79/193) attended the C&FH Centre for individual consultations and 40% 
(77/193) attended both EBG and Centre.  
 
Twenty three (12%) women in the sample were not breastfeeding at all by their first 
visit to the C&FH service either in the Centre or in EBP. Of the remaining women 
75% were exclusively breastfeeding and 13% partially breastfeeding. By eight weeks 
52% were exclusively breastfeeding and 30% were partially breastfeeding 
 
The women who were not breastfeeding during their first visit to the C&FH service 
were excluded from the sample for the remaining analyses as it was considered 
unlikely that these women would require C&FH nurses support for breastfeeding. The 
remaining analyses are based on a sample of 170 women who were exclusively or 
partially breastfeeding at their first visit to the C&FH service. Table 1 presents the 
differences between women who attended the EBP (either alone or combined with 
Centre visits) and those women who did not select to attend the EBP when it was 
offered and attended only the C&FH Centre (‘Centre Only’). Seventy two percent of 
the sample (106/170) attended the EBP at some time in the first eight weeks after 
birth.  
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There was no difference between the EBP group or the Centre Only group in the 
average age of the woman or the age of the infant at first visit to the C&FH service, 
(see Table 1). However, women who selected to attend the EBP were significantly 
more likely to be employed (75% vs 38%) and less likely to be categorised as being 
from a non-English speaking background. Women who chose to attend EBP were also 
more likely to be exclusively breastfeeding at their first visit (89% vs 80%) although 
this did not reach statistical significance. On average women in the EBP group 
compared to the Centre Only group had more visits to the C&FH service in total 
(median number of total C&FH visits 6 vs 3) and had fewer of these visits one-to-one 
at the C&FH Centre (medium number of Centre visits 1 vs 3). By eight weeks, the 
EBP group were less likely to have ceased breastfeeding compared to the Centre Only 
group (11 vs 44%) and more likely to be breastfeeding exclusively (76% vs 30%) at 
eight weeks after birth. This difference was statistically significant (χ2(df1) 37.27, 
p=0.001). 
 
Logistic regression was used to determine the best predictors of breastfeeding 
cessation at eight weeks and is presented in Table 2. Maternal employment, maternal 
age, non-English speaking background, exclusive breastfeeding at first visit to the 
C&FH service, age of first visit and number of visits to the C&FH Service, and EBP 
attendance were entered into the model alone (unadjusted) and then adjusted for all 
other variables.  
 
Exclusive breastfeeding at the first visit, the total number of visits to the C&FH 
Service and attending the EBP independently predicted breastfeeding cessation at 
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eight weeks. Women who were partially breastfeeding at the first visit compared to 
exclusively breastfeeding were more likely to cease breastfeeding at eight weeks. 
Women who had more visits to the C&FH service were less likely to stop 
breastfeeding and women who did not attend the EBP were more likely to cease 
breastfeeding (see Table 2).   
 
After adjusting for other variables in the model, the number of visits to the C&FH 
service no longer significantly predicted breastfeeding cessation and only exclusive 
breastfeeding at the first visit and attending the EBP were associated with continuing 
to breastfeed at eight weeks.  
 
Figure 1 presents the proportion of women who were exclusively breastfeeding at 
eight weeks for different types of service (EBP and Centre Only) and number of visits 
(1-3, 4-6, >6). For the EBP group the proportion of women exclusively breastfeeding 
increased and the proportion of those weaning decreased as the number of visits 
increased. These trends were not apparent for the Centre Only group.  
 
The relative advantage (RA) for breastfeeding (both exclusive and partial) at eight 
weeks postnatal for women who attended the EBP compared to those who did not is 
1.58 (95% CI RA 1.26-1.98). If a woman was exclusively breastfeeding at first visit 
the relative advantage of breastfeeding at eight weeks for EBP compared to the Centre 
Only group is 1.74 (95% confidence interval RA 1.35-2.24). If women were partially 
breastfeeding at first visit the relative advantage between EBP and Centre Only 
groups was not apparent (RA=.54 (95% confidence interval RA .29-1.34) although 
cell sizes were small.  
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DISCUSSION 
The EBP is a strategy developed by nurses in an Area Health Service in metropolitan 
Sydney to improve professional and peer support for new mothers in order to increase 
breastfeeding duration and maternal confidence, to heighten maternal infant 
attachment and to facilitate social support, peer support and learning. Since the 
introduction of the EBP, a number of C&FH Centres in NSW have adopted this style 
of service and combine the EBP with universal home visiting and Centre based 
services. This study attempted to examine the variables that influenced continued 
breastfeeding at eight weeks postnatal. 
 
Limitations of the study  
There are a number of limitations of this study that must be acknowledged. The study 
design was a retrospective audit of child health records with no random allocation to 
groups. This limits the predictive ability of the findings. This study can only examine 
associations between variables and causality can not be assumed. Women self 
selected into the EBP and the two groups differed significantly in a number of 
variables including the employment status prior to birth, the number of women from 
non-English speaking backgrounds, the number of visits to C&FH service and the 
number who were exclusively breastfeeding at the first visit. It is likely that the 
women who self selected into the two groups had different resources, motivations and 
intentions which may have influenced the outcome for the two groups.  
 
We are unable to determine if the two groups differed in their intention to breastfeed. 
However, a sample of 334 women from the same hospitals that provided care to 
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women in the Earlybird study completed self-reported surveys throughout the ante 
and postnatal period (Cooke et al 2006). The data were collected during an 
overlapping period with this Earlybird project. It is likely that many of the women 
were represented in both studies but we are unable to link the data. In the hospital 
study eighty-six percent of women antenatally reported the intention to breast feed. 
Postnatally a further eighty-six percent of the women who ceased breastfeeding 
within 3 months reported ceasing breastfeeding earlier than planned (Cooke et al 
2006). 
 
We are unable to determine whether women who attended EBP would have continued 
breastfeeding whether they received EBP or not, or if women who attended only the 
Centre would have benefited from EBP should they received it. A randomised control 
design would be more appropriate to determine whether the EBP effects duration of 
breastfeeding.  
 
It needs also to be acknowledged that this study only examined infant records from 
one C&FH Centre. Over this period of time, there was stability in the workforce and 
over the 12 month period three nurses worked at the C&FH Centre. While each of 
these nurses also facilitated or co-facilitated the EBP groups, one of these nurses was 
the main facilitator at each group during the period and it may be that the 
breastfeeding outcomes for this sample are more related to the skill and style of this 
particular nurse than it is to any particular feature of the EBP. 
 
Earlybird Group and Breastfeeding Outcomes 
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This comparative analysis of retrospective child health record data suggests there are 
several variables which are related to breastfeeding beyond eight weeks postnatal. 
These factors are exclusively breastfeeding at the first visit to the C&FH service, the 
number of visits and whether the women have attended the EBP. These results 
support other studies which indicate that the earlier and more intensive support for 
breastfeeding can improve breastfeeding rates (Sikorski et al 2003). 
 
Women who accessed the EBP were more likely to breastfeed at eight weeks than 
those women who did not attend the program. This relationship holds even when 
variables such as breastfeeding status at first visit and the number of visits to the 
C&FH service are controlled for. The design of the study does not allow one to 
conclude that this effect was necessarily due to the EBP. Nevertheless the proportion 
of women who were exclusively breastfeeding increased with the number of visits to 
the EBP and the increase in the proportion of women exclusively breastfeeding due to 
the number of visits did not appear to occur with women who only attended the 
C&FH Centre for individual consultations. It should however be noted that only small 
numbers of women who attended the C&FH Centre went more than three times in the 
eight weeks and the intensity of support for the centre only group may have been 
insufficient.  
 
Alternatively women who attended the EBP may have been more satisfied and found 
it more enjoyable or received more mother to mother support and therefore attended it 
more frequently. Women who accessed the EBP have reported elsewhere that they 
received substantial support in the establishment and maintenance of breastfeeding. 
Support around breastfeeding was seen to come from the observation that many 
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women initially struggled but problems were quickly resolved. ‘It is so reassuring to 
know that so many other women have problems breastfeeding and to see that it 
actually does get easier’ (Kruske et al 2004 p.35).  
 
Furthermore when women who were exclusively breastfeeding at the first visit were 
examined separately the results held. That is, women who attended the EBP and were 
exclusively breastfeeding at the first visit were more likely than women in the Centre 
Only group and were exclusively breastfeeding to continue o breastfeed beyond eight 
weeks. However there was no difference in the rates of breastfeeding at eight weeks 
for women who were partially breastfeeding at the first visit regardless of whether 
they received EBP or Centre Only programs. It would appear that neither the EBP or 
one-to-one support from the Centre staff can influence a women’s decision to 
breastfeed once the process and perhaps the decision to cease breastfeeding has 
begun. Again this supports the importance of promoting exclusive breast feeding in 
the initial weeks after birth and of early intervention. 
 
As this study did not use a controlled, experimental design it may be that women who 
access the EBP are more motivated to breastfeed and therefore go to the groups as 
well as utilise the one-to-one service more often. Thus they are more ‘successful’ at 
breastfeeding. Women who were not breastfeeding at first contact with the service 
were less likely to access the EBP. It must be acknowledged that women who formula 
feed their infants may be reluctant to access a group that appear to be dominated by 
breastfeeding women. However, women who did attend the EBP and were formula 
feeding, reported that they felt supported and did not ‘feel judged’ by the nurses and 
other group participants (Kruske et al 2004).  
19 
 
The nurses facilitating the groups reported that one of the strengths of the EBP was 
the provision of support early in the post partum period, with some women attending 
the group when their infant was as young as 6 days old (SESAHS 2001). The 
importance of early access to professional support is considered a factor in increasing 
breastfeeding duration (Renfrew et al 2000, Sikorski et al 2003) and the women who 
participated in the evaluation of the EBP (Kruske et al 2004) believed early 
attendance impacted on continued breastfeeding. However, there was no difference in 
the age of the baby at the first visit between women who were breastfeeding at the 
first visit and those who were not. It appears that early access to professional support 
was also available to women choosing individual consultations because of the 
availability of some women to the EBP. This could be explained by anecdotal reports 
by the nurses that the EBP resulted in more Centre time being available for 
appointments for women who preferred this option.  
 
Women who accessed the EBP were less likely to be from a non-English speaking 
background. This was to be expected however as the EBP is conducted only in 
English and Chinese (facilitated by a bilingual C&FH nurse). Only the child health 
records of women who had access to the program conducted in English were 
examined in this study. Ethnicity and low socio economic status has been reported to 
be an important predictor of breastfeeding (Lin et al 2004, Scott et al 2001b). 
However in a recent review in NSW, the only ethnic group related to lower rates of 
both initiation and duration was Aboriginal women (Hector et al 2004). There were no 
Aboriginal women in this study of the EBP and there were no differences in the 
breastfeeding rates between English-speaking and NESB women.  
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Improving professional support through the Earlybird Program 
In the absence of social exposure to breastfeeding and low levels of knowledge and 
community support, it is argued that breastfeeding women benefit from support 
provided by health professionals (Renfrew et al 2000). The findings of this 
retrospective analysis of health record data suggest that early and intensive support 
provided to a group of new mothers with professional facilitation may have the 
potential to increase exclusive breastfeeding at eight weeks postpartum. The 
qualitative evaluation reported by Kruske et al (2004) suggests that the nature of the 
professional support provided by C&FH nurses facilitating the EBP can provide a 
better understanding of what may be the elements of ‘successful’ breastfeeding 
interventions (Sikorski et al 2003).  
 
In a review of the literature on breastfeeding initiation and duration, Dennis and 
colleagues (2002) identify the value of health professionals employing specific 
confidence building strategies such as: drawing attention to the successful or 
improved aspects of breastfeeding; reinforcement of positive breastfeeding skills; 
provision of consistent advice on breastfeeding; encouragement to recall the positive 
aspects of breastfeeding experience rather than focusing solely on current difficulties; 
and, provision of anticipatory guidance to acknowledge and normalise a mother’s 
anxiety, the discomfort or pain and fatigue (Dennis et al 2002). 
 
While these strategies can be effective in one-to-one consultations with mothers, the 
observation data collected for the evaluation of the EBG indicates that on a weekly 
basis, the C&FH nurses facilitating the EBP use such strategies in the context of 
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group based new parenting programs (Kruske et al, 2004).  
 
Improving peer support through the Earlybird Program 
It could be argued that one of the key components on the success of the program is the 
specific facilitation skills of the nurses who adopted a partnership model that 
recognised and promoted the expertise of the mothers. This was achieved by the use 
of open questions, by reflecting questions back to the participants, asking the women 
if they had experienced similar situations or feelings, and assisting the women to 
reflect on their experience in a way that more explicitly assesses their own learning 
(SESIAHS 2005). 
 
This form of facilitation combines the key concepts of ‘peer support groups’ where 
participants learn from each other and ‘working in partnership with families’ (Davis, 
et al., 2002), where the content expertise of the professional/facilitator is not required 
nor is the key focus of the group discussion. The nurse has content expertise to allow 
immediate access to relevant information when required. This combined ‘partnership 
and peer support model’ assumes that a respectful partnership between parents and 
nurses is a powerful support in its own right and the means by which parents’ 
confidence may be increased (SESIAHS 2005).  
 
In the context of the EBP the ‘peer supporters’ are mothers who are moving through 
the same temporal period. In an informal way mothers share experiences and provide 
affirmation and reassurance for each other. As one mother who participated in the 
qualitative evaluation of the EBP described ‘I thought that mothers didn’t know 
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anything like me, but it is amazing how we all helped each other’ (Kruske et al 2004, 
p34).  
 
Involving clients in actively recognising and drawing on their own resources is more 
likely to lead to sustained behaviour change and improved health (Davis et al 2002). 
Dispensing advice and information without client involvement will likely inhibit 
development and independent mobilising of client resources (Cowley 1999, Houston 
& Cowley 2002). In the EBP, the approach is to ‘de-professionalise’ infant feeding by 
linking mothers to credible and informed advice from other women. In this way 
nurses value women’s own knowledge and experience.  
 
The skills required to effectively facilitate the EBP requires a fundamental paradigm 
shift from ‘expert’ to ‘partner’ and can be challenging for nurses who have worked 
within an authoritative model throughout their professional lives. Adequate 
educational preparation and ongoing support in both breastfeeding and facilitation 
skills using the combined ‘professional and peer support model’ is essential for the 
EBP to achieve its aims.  
 
Developing partnerships with mothers 
It is thus important that the design of strategies to support breastfeeding and other 
aspects of parenting draw on the concepts of partnership and a strengths-based 
approach. The EBP attempts to build confidence in women by utilising a strengths-
based approach to practice by valuing the experience and knowledge of new mothers 
and their supports. Not only do the groups provide support for the individual mother, 
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it also allows her to provide similar support in return and this cannot occur with 
individual consultations (Bowes 2004).  
 
It must be recognised that some clients may be seen as not wanting to work in 
partnership with the practitioners (Waterworth & Luker 1990). This may occur if they 
feel too overwhelmed to make any contributions of their own, or if they perceive self-
participation as weakness or incompetence on behalf of the practitioner (Barnes & 
Freude-Lagevardi 2003).  
 
In light of the decrease in breastfeeding rates in the first eight weeks across Australia 
and abroad, further research is needed to examine the way in which C&FH nurses 
approach the promotion, or support of, breastfeeding, either in one-to-one Centre 
consultations or in new parents groups. 
 
Questions remain concerning the role and competency of nurses in the promotion and 
support of breastfeeding in both individual consultations between C&FH nurses and 
mothers and in new mothers’ groups. Given that there was less uptake of Centre 
consultations compared to the EBP, further research could explore the ways C&FH 
nurses can engage women who choose not to access parenting groups and who prefer 
individual face to face consultations.  
 
Conclusion  
There is ample evidence on the rapid fall in breastfeeding rates in the first months of 
infant life, with much of that occurring in the first four weeks (Hector et al 2004). 
This paper identifies the importance of early and intensive support for breastfeeding. 
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It suggests that a combination of professional and peer support through effective 
facilitation by the C&FH nurse to work in partnership with women is valuable in the 
early weeks of parenting. A randomised controlled trial is required to determine the 
effect of EDP on breast feeding and more research is required to explore the ways 
C&FH nurses can engage women who choose not to access parenting groups and who 
prefer individual face to face consultations.  
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 FIGURES AND TABLES. 
Table 1: Sample characteristics  
  Total sample (excluding records = not breastfeeding first 
visit to C&FH nurse) N=170 
Variable Total sample 
N =193 
Earlybird 
N=106 (72%) 
Centre Only 
N=64 (38%) 
 
 freq % freq % freq % Test 
statistic 
P 
value 
Employed 128 66 80 75 36 56 χ2(df1) 
6.80 
0.009 
NESB 87 45 40 38 38 59 χ2(df1) 
7.52 
0.006 
Infant feeding at 
first visit to 
C&FH nurse 
        
Not breastfeeding 23 12 - - - -   
Partially 
breastfeeding 
25 13 12 11 13 20 χ2(df1) 
2.57 
0.109 
Exclusively 
breastfeeding 
145 75 94 89 51 80   
Infant feeding at 
eight weeks 
      χ
2(df1) 
37.27 
>0.001 
Not breastfeeding 63 33 12 11 28 44   
Partial 
breastfeeding 
30 15 13 12 17 26   
Exclusive 
breastfeeding 
100 52 81 76 19 30   
 Median range Median range Median range Test 
statistic 
P 
value 
Number of 
C&FH nurse 
visits at 8 weeks 
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Earlybird group 2 0-8 4 1-8 - -   
Centre 2 0-9 1 0-9 3 1-9 T (168) 
6.81 
0.001 
Total 4 1-11 6 1-11 3 1-9 T (168) 
-7.09 
0.001 
         
Maternal age 30 17-43 30 20-39 30 17-43 T (168) 
0.091 
0.93 
Infants Age (in 
days)at first visit 
to C&FH service 
12 5-56 12 5-47 12 5-38 T (168) 
-1.06 
0.29 
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Table 2: Logistic regression results for Exclusive breastfeeding at 8 weeks  
Variables Unadjusted 
Odds ratio3 
95% CI 
unadjusted 
odds ratio 
Adjusted 
odds ratio4 
95% CI 
adjusted 
odds ratio 
Employed 1.61 .77-3.37 1.26 .53-2.97 
Maternal age .94 .88-1.02 .96 .89-1.04 
NESB1 1.05 .51-2.14 2.04 .84-4.96 
Infant age (in days) at 
first visit 
1.05 .99-1.10 1.04 .98-1.10 
BF status at first visit 4.73* 1.96-11.52 4.48* 1.63-12.32 
Total number of visits 
CFHS2 
.72* .59-.87 .96 .75-1.21 
Earlybird Program 6.09* 2.79-13.26 6.52* 2.46-17.31 
1 NESB: non-English speaking background,  2 CFHS child and family health service, 3 
odds ratio entered into logistic regression alone, 4 odds ratio entered into logistic 
regression adjusted for other variables, * statistically significant at p<.05 
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Figure 1: Breastfeeding status at eight weeks by number of visits and type of service 
attended 
 
 
 
 
 
Exclusive Breastfeeding 
0 
10
20
30
40
50
60
70
80
90
100
1-3 visits 4-6 visits >6 visits
No. Visits
% Centre 
EDP 
